ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS ST., SUITE 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1 PET (1738) FAX (602) 364-1039 
VETBOARD.AZ.GOV 


COMPLAINT INVESTIGATION FORM 


lf there is an issue with more than one veterinarian please file 
separate Complaint Investigation Form for each veterinarian 


PLEASE PRINT OR TYPE 


FOR OFFICE USE-ONLY 


Date Received: Mls) ZI, 2020 Case Number: LZ -O4 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 
Name of Veterinarian/CVT: Jules Green, D.V.M 
Premise Name: Arizona Spay Neuter 
Premise Address: 4WGrantRd 
City; Tucson State: AZ Zip Code: 85705 
Telephone: (520) 624-5005 


B. INFORMATION REGARDING THE INDIVIDUAL FILING COMPLAINT*: 
Name: Mary Ann Angulo 


Address: Sees 
City; State: SS Tip Code: Sa 


Home Telephone: Cell Telephone: 


*STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S. § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR NAME PLEASE PROVIDE 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. 


C. PATIENT INFORMATION (1): 


Name: Bella Angulo 


Breed/Species: Pitbull Terrier 
Age: | | Sex: F Color; White 


PATIENT INFORMATION (2): 

Name: 

Breed/Species: 

Age: Sex: Color: 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 


Jules Green, D.V.M. 
4 W Grant Rd 
Tucson, AZ 85705 
520-624-5005 


WITNESS INFORMATION: 
Please provide the name, address and phone number of each witness that has 


direct knowledge regarding this case. 
Alfredo Tovar -—— Se 


Ismael Ang 


Bee SPR 


ulo 


CS RES EBLE I 0 


Attestation of Person Requesting Investigation 


By signing this form, | declare that the information contained herein is true 
and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or information necessary to complete the 
investigation of this case. 


Signature: MaryAnwAngulo 


Date: _07/21/2020 


F. ALLEGATIONS and/or CONCERNS: 
Please provide all information that you feel is relevant to the complaint. This 
portion must be either typewritten or clearly printed in ink. 


We took our dog, Bella, to get spayed on Friday June 12, 2020. The veterinarian that 
performed the surgery was Dr. Jules Green, D.V.M. On the way home her cut started 
to open so my husband and kids turned around and took her back to the clinic. They 
glued her skin back together and wrapped her up. She was doing fine until Tuesday, 
June 16, 2020 morning when her guts came out of her. My husband and kids rushed 
her back to the clinic. They told them that they had to cut out 6 inches of her intestines 
but that she should be fine. They wanted my husband to pick her up at 4:30 on 
Tuesday and bring her back Wednesday morning. We thought that was too much back 
and forth and would cause her more damage so the clinic said they would keep her 
overnight and check on her every two hours. Wednesday morning my son gets a call 
that Bella is having respiratory problems and would probably not make it. My husband 
and kids were on their way to say their good byes when they get another call that she 
had passed. We believe that the surgery was not done correctly the first time which 
cause her guts to come out which ultimately cause her death. The clinch refunded my 
son the fee for the spaying but charge them for the cremation. They were quick to 
refund the fees which leads me to believe that they knew they had done something 
incorrectly from the beginning. 
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Bella Angulo presented on 6/12/2020 for a spay. Her intake exam was within normal limits and she was | 
in heat. She was spayed according to our protocol, with 2/0 PGCL suture used to ligate the pedicles and 
uterine body, then her linea and subcuticular were sutured in simple continuous patterns. The skin was 
glued. She recovered uneventfully. Bella came in after being discharged, with blood coming from her 
incision. We reglued her incision and the bleeding stopped. We placed a belly wrap for the owner to 
remove in 2-3 hours at home. 


On 6/16/2020 Bella presented for dehiscence. We recommended that the owner take Bella to a full 

* service or ER clinic, but they, requested we resuture her. | did an exploratory and ahastamosed 6. inches 

of small intestine that were nonviable. We kept her until 4:30 pm, when we again recommended that 
she go to an ER for monitoring overnight. The owner declined, and we recommended she go home 
overnight and come back in the morning, as we are not a full service clinic with staffing overnight. The 
owner requested that we keep Bella here, so we set up a schedule to check on her (see attached). The 
morning of 6/17/2020 Bella was declining, and we left a message to that effect. Someone from the 
family called back, said they couldn’t come down right away, and to keep trying. At 8:21 am Bella 
became unresponsive. She was intubated and placed on oxygen and we performed CPR but she passed 
away. The owners asked for their money back for the spay, and due to Covid-19 we agreed. They 
wanted an individual cremation and they paid for that. 


vba Le DVI! 


s Green, DVM 


VICTORIA WHITMORE 
- EXECUTIVE DIRECTOR - 


DOUGLAS A. DUCEY 
~ GOVERNOR - 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET (1738) * FAX (602) 364-1039 
VETBOARD.AZ.GOV 


INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: AM Investigative Committee: Robert Kritsberg, DVM - Chair 
Christina Tran, DVM - Absent 
Carolyn Ratajack 
Jarrod Butler, DVM 
Steven Seiler 


STAFF PRESENT: Tracy A. Riendeau, CVT — Investigations 
Marc Harris — Assistant Attorney General 


RE: Case: 21-05 
Complainant(s}: Mary Ann Angulo 
Respondent(s): Julie Green, D.V.M. (License: 5065) 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 7/21/20 Laws as Amended August 2018 
Committee Discussion: 12/1/20 (Lime Green); Rules as Revised September 
Board IIR: 1/20/21 2013 (Yellow}. 


On June 12, 2020, “Bella,” a 1 year-old female Pitbull was presented to Respondent for a spay 
procedure. Surgery was performed and the dog was discharged later that day. Shortly after 
discharge, the dog was returned due to the incision site bleeding. The incision site was glued 
and a belly wrap applied. 

On June 16, 2020, the dog was presented to Respondent due to dehiscence of the incision 
site. Complainant declined the recommendation to take the dog be taken to a full service care 
facility. Respondent performed an exploratory and had to anastomose a portion of the dog's 
small intestine. The dog stayed overnight per the pet owner's request. 

The next day, the dog declined and passed away. 


Complainant was noticed and Ismael Angulo, Complainant's son, appeared telephonically. 
Respondent was noticed and appeared telephonically. Attorney David Stoll appeared. 


The Committee reviewed medical records, testimony, and other documentation as described below: 
e Complainant(s) narrative: Mary Ann Angulo 
e Respondent(s) narrative/medical record: Julie Green, DVM 


21-05, JULIE GREEN, DVM 


PROPOSED ‘FINDINGS of FACT’: 


1. On June 12, 2020, the dog was presented to Respondent for a spay procedure. Upon exam, 
the dog had a weight = 40.2 degrees, a temperature = 99.3 degrees, a heart rate = 108bpm and 
a respiration rate = sniff. Respondent noted the dog was in heat. The dog was premedicated 
with 2mLs BAA (butorphanol, ace, atropine?) SQ (no concentration noted), induced with 
propofol 60mg IV, intubated and maintained on |soflurane and oxygen. Respondent incised into 
the dog's abdomen, used 10mg Lidocaine splash block, and removed the dog ovaries and 
uterus. Respondent stated in her narrative that she used 2-0 PGCL to ligate the dog’s pedicles 
and uterine body; the linea and subcuticular were sutured in simple continuous patterns; and 
the skin was glued. The dog recovered unevenifully and was discharged later that day with 
carprofen 75mg, trazadone 100mg and an Elizabethan collar. 


2. A short time after discharged the dog returned due to bleeding from the incision. The incision 
was still closed; glue was applied and the belly wrapped. 


3. On June 16, 2020 (Tuesday), the pet owner called Respondent's premises to let them know 
that she was on her way to the premises due to the dog's incision opening and her intestines 
were exposed. Upon arrival, Complainant reported that the dog did well over the weekend, she 
had the Elizabethan collar on; the dog had a lot of activity on Monday. It was reported that the 
dog's intestines were exposed for approximately 30 minutes prior to arrival. According to 
Respondent, it was recommended to take the dog to a full service premises or emergency 
facility. Complainant declined and requested Respondent re-suture the dog; Respondent 
agreed. 


4. Blood was collected for testing and revealed the following abnormalities: 

BUN 33 (7 —25) 

GLU 136 (60-110) 

TP 48 (5.4-8.2) 

WBC 25.23 (6-17) 

NEU 20.27 (3-12) 

RBC 4.37 (5.5 -8.5) 

HGB 10.1 (12-18) 

HCT 30.46 (37-55) 


5. The dog was examined: weight = 40.2 pounds, temperature = 103, heart rate = 144bpm anda 
respiration rate = 48rom; mucous membranes = pale/pink. An lV catheter was placed and the 
dog was started on 375mLs Lactated Ringer’s Solution IV. The dog was premedicated with 2.0 
mLs BAA SQ; induced with propofol 80mg IV; intubated and maintained on isoflurane and 
oxygen. Respondent explored the dog’s abdomen; she assessed loops of bowel, flushed 
vigorously and resected 6 inches of the small intestine. She performed a resection and 
anastomosis with 4-0 PGCL —- 2 layer simple continuous pattern. Respondent tested the area for 
leaks and patency, then sutured mesentery, linea alba and subcuticular closed with 0 PGCL, 
and skin closed with 2 — 0 visipro. The dog recovered uneventfully and was administered 
cefazolin 400mg IV and Rimadyl 80mg SQ. 


6. Later that day, Complainant was updated on the dog's status. Respondent stated that it was 
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21-05, JULIE GREEN, DVM 


recommended that the dog be transferred to an emergency facility for overnight care; 
Complainant declined. It was then recommended that the dog be monitored at home 
overnight and bring the dog back in the morning as they are not a full service veterinary facility 
with overnight staffing. Complainant requested the dog stay at Respondent's facility; 
Respondent approved. 


7. The dog was monitored periodically during the night. The dog remained on IV fluids; she 
passed dark yellow urine and bloody stool. 


8. The following morning, staff member Ms. Knight evaluated the dog and noted the dog was 
declining. Complainant was called with an update and concern that the dog was not doing 
well. The pet owners were not able to come to the premises at that time and requested 
Respondent do what she can for the dog. 


9. Ashort time later the dog became unresponsive, CPR was initiated but was unsuccessful and 
the dog passed away. It was determined that epinephrine and dopram were administered to 
the dog but not documented in the medical record. Due to Complainant and family reporting 
financial hardships, Respondent agreed to refund the fees paid for the spay procedure, 
however, Complainant would be responsible for the cremation services. 


COMMITTEE DISCUSSION: 


The Commitiee discussed that a young, healthy dog went in for a routine spay and had multiple 
problems afterwards. The pet owner reported the dog was reasonable quiet while at home. This 
was the first time Respondent performed an anastomosis due to incision dehiscence and should 
have been referred to a surgeon. Some Committee members stated that Respondent had been 
practicing for over 20 years, and felt that if she can perform a spay, she was capable of 
performing the anastomosis. 


There were concerns with the after care of the dog. There were issues with the incision site 
dehiscing, then surgery was required; the dog was not closely monitored after the anastomosis 
surgery. There was no IV catheter placed or IV treatment provided. Respondent felt the 
bleeding was the cause of the dog's anemia and changes to the RBC and WBC - the 
Commitiee did not agree as generally there is not a lot of bleeding with a dehiscence. 


Dehiscence does occur; there are concerns when spaying a dog that is in heat as there is a lot 
of bleeding. However, dogs are spayed while in heat and usually have an additional fee 
associated with the procedure. The amount of activity is in question — the dog was a bigger dog 
that can be active. The dog was stepping on and off a mattress that was placed on the floor 
and may have jumped in and out of the car. There are concerns that the dog had problems 
with the incision immediately and no follow up care was recommended after the incision was 
fixed and bandaged. It would have been nice if going to an emergency facility was 
emphasized or its importance stressed. 


There was question of why the incision came apart — was there a failure of the suture material, 
was the dog able to get around the collar, was the other dog in the household licking the 
incision — the suture material was not present. 
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21-05, JULIE GREEN, DVM 


When there is a major surgery performed, like an anastomosis, the veterinarian has the right to 
tell the pet owner that they need to take the pet to an emergency facility for close monitoring. 
The pet owner can decline of course, but the importance can be emphasized. 


The Committee was concerned that no post-surgical pain medication and there was a lack of 
post-surgical monitoring and follow up care. 


The Committee discussed that the amount of time that the intestines were exposed does not 
always dictate if anastomosis is needed. Comments were made that the dog may have 
stepped on the intestines or they could have been strangulated. 


COMMITTEE'S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that possible violations of the Veterinary Practice Act occurred. 
COMMITTEE’S RECOMMENDED DISPOSITION: 
Motion: If was moved and seconded the Board find: 
ARS § 32-2232 (11) Gross negligence; treatment of a patient or practice of veterinary 
medicine resulting in injury, unnecessary suffering or death that was caused by carelessness, 
negligence or the disregard of established principles or practices. The dog’s incision 
dehisced — there was inadequate post-operative monitoring and follow up and no pain 


medication dispensed to the dog after surgery. 


Vote: The motion was approved with a vote of 4 to 0. 


The information contained in this report was obtained from the case file, which includes the 
complaint, the respondent's response, any consulting veterinarian or witness input, and any 
other sources used to gather information for the investigation. 


TR 


Tracy A. Riendeau, CVT 
Investigative Division 
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VICTORIA WHITMORE 
EXECUTIVE DIRECTOR 


DOUGLAS A. DUCEY 
GOVERNOR 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 


1740 W. ADAMS STREET, SUITE 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET FAX (602) 364-1039 


CERTIFIED MAIL. 
9489009000276155131091 


April 2, 2021 


Julie Green, DVM 
ADDRESS ON FILE 


LETTER OF CONCERN -— 21-05 - In Re: Julie Green, DVM 


Dear Dr. Green: 


At its meeting on March 17, 2021, the Arizona State Veterinary Medical Examining Board 
considered information presented in the complaint case opened by the Board regarding a 
complaint filed by Ms. Mary Ann Angulo. 


In each case, the Board considers the situation and the professional's response, as well as alll 
relevant information. In this matter, after review and discussion, the Board voted to issue you a 

_ Letter of Concern pursuant to A.R.S. § 32-2234(D). This Letter of Concern is regarding the need to 
improve client communication. In this case, the Board believed that the Complainant should 
have been advised about the safest way to transport the dog in its current condition along with 
information about the closest emergency facility. 


A Letter of Concern is defined in A.R.S. § 32-2201(12) as "...an advisory letter to notify a 
veterinarian that, while there is insufficient evidence to support disciplinary action about certain 
aspects of the case, the Board believes the veterinarian should modify or eliminate certain 
practices and that continuation of the activities that led to the information being submitted to the 
Board may result in action against the veterinarian’s license.” 


We hope you will take this advisory letter in the spirit that it is intended to avoid any other potential 
violations in the future. 


Respectfully, 
FOR THE BOARD 


OY Wein 


Victoria Whitmore 
Executive Director 


cc: Mary Ann Angulo 
David Stoll, Esq. 


